The Askin tumour is a highly malignant rare tumour with small cells, pertaining to the group of the primitive neuroectodermal tumours. It develops with the costs of the soft parts of the thoracic wall and it's characterized by extra and endothoracic fast extension. We report seven cases colliged in our service by specifying the role of the imagery in the diagnosis but especially the assessment of extension of these tumours.
Introduction
The Askin tumor is a clinico-pathological entity described in 1979 by Askin and Rosai: rare tumor with small round cells, of high wickedness, developed in soft tissues of the thoraco-lung region, which belongs to the family of the sarcomas of Ewing and the PNET (peripheral neuro ectodermal tumors), who (which) the histogenesis remains uncertain. It would develop from the intercostal nerves and meets especially at the child and the young adult. The objective of this work is to report seven cases collaged in our service.
Observations
We report 7 cases of Askin tumor, counted in our service in six years, 2 men and 5 women, from 15 to 51 years * Corresponding author.
old. In every case it was practiced the standard radiography, a thoracic scanning and an anatomo-pathological confirmation was obtained by draining trans-parietal biopsy under Scan control. The signs of appeal are represented in every case by thoracic pains, dyspnoea or by the appearance of parietal mass in two cases. The general state of patients was good. The pleuro-lung exam found a matt effect of the base compared to the mass, the peripheral ganglionic areas did not objective any ganglion.
Results (
The thoracic standard radiography and costal grill showed a pleural effusion in 4 cases, an opacity of parietal look in 3 cases and a costal lyse in 2 cases. The thoracic Scan with injection of iodine found a parietal mass of heterogeneous tissular density with zones of necrosis in every case (Figure 1 ), associated with a pleural infringement in 5 cases (Figure 2) , and a costal lyse in 4 cases (Figure 3) .
The extension of the tumor in the neighboring lung parenchyma is observed in 2 cases ( Figure 1 and Figure 2 ) and the diaphragmatic invasion in 3 cases (Figure 2) . The lung metastases are noted in one case (Figure 4 ).
Discussion
The Askin tumor was described the first time by Askin and Rosai in 1979 [1] , for a long time considered as a particular entity. However the cyto genetics and the molecular biology, allowed including it with the sarcoma of Ewing and the neuro epithelioma within a single entity under the term of primitive neuro-ectodermal tumors (PNET).
Its histogenesis is uncertain and would result from the migration of cells from the neural crest during the embryonic life [2] . This type of tumor is diagnosed most of the time during the second decade by the life and prevails in the female genital organ (75%) [1] [3] .
The most frequent clinical presentation is the one of a generally voluminous thoraco-lung mass with fast growth with most of the time thoracic pains, respiratory symptoms to type of dyspnoea connected to a hemorrhagic pleurisy even a pericardial infringement. Sometimes, it is revealed by regional ganglionic metastasis or at a distance [5] (lung, osseous, hepatic or Suprarenal gland).
The radiological aspect of the Askin tumor is not specific: on the standard radiographies, it is in the form of a parietal opacity of a party or a whole hemi thorax, sometimes associated with a pleural effusion or with a costal lyse.
The interest and the progress represented by the Scan and especially the MRI allow a precise study of the anatomical reports, an evaluation of the extension, the definition of the operability and the choice of the surgical gesture after biopsy. The scanning specifies the parietal starting point of the mass which is generally heteroge-neous with a central necrosis and sometimes hemorrhagic zones. It allows specifying the extra but especially endo-thoracic extension by showing a pleural invasion with associated effusion, an diaphragmatic in The magnetic resonance imaging (MRI) allows a more precise evaluation of the extension extra-thoracic mild parts, and of the degree of mediastinal-pleural endo thoracic invasion [5] [6] . In the apical localizations, it allows to look for an infringement of the brachial plexus, or a possible medullar compression in case of vertebral infringement [7] [8] .
The Scan and the MRI are complementary in fact and allow an optimal analysis of the tumoral extension. Indeed, if the MRI gives more precise information onto the invasion of soft tissues of the thoracic wall, the Scan also allows studying the lung parenchyma in search of small lung metastases [2] . Besides, these examinations allow directing the biopsy for the histological study.
Certainly the imaging has an essential place, but it becomes integrated into an approach which contains a histopathologique time with immunomarquage, as well as a possible cyto genetics study.
On the anatomic-pathological plan, the Askin tumor appears, in a macroscopic manner, in the form of an often round or egg-shaped grey-whitish mass with multiple nodules with the presence of zones of necrosis and bleeding. Histologicaly it is turned out that a sarcoma undifferentiated proliferation in small round cells [3] [9] which raises the problem of differential diagnosis with the other PNET (Sarcoma of Ewing, Neuro epithelioma, Neuroblastoma). The recourse to immuno histochimical technic is necessary [10] [11] .
The pronostic of the Askin tumor remains dark because of frequency of the local second recurrences and of the remote metastases (lung, bone, liver, suprarenal glands and mediastinal ganglions) which are present at the time of the diagnosis in 10% of the cases [4] [12] . The average survival does not exceed 8 months whatever is the treatment [13] .
On the therapeutic plan, the surgery has to be most carcinological because of the risk of local second recurrence, but also the radiotherapy and the chemotherapy [14] .
At present, the treatment of the localized tumors rests on a neo adjuvant chemotherapy followed by a surgical gesture and/or by radiotherapy. In the case of the voluminous tumors, the local control by the surgery seems more effective than the exclusive radiotherapy.
Conclusion
The Askin tumor which belongs to the group of peripheral neuroectodermal tumors (PNET) is an aggressive and rare tumor of the thoracic wall. Aspects observed in imaging are not specific, but this one allows specifying the size of the tumor, the endo and extra thoracic extension as well as the existence of lung or ganglion metastases. The multidisciplinary coverage is difficult considering its metastatic potential and the frequency of second recurrences.
